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Abstract Pulmonary sequestration (PS) is mostly asymptomatic but there is a proportion of
fetuses that develop hydrops, leading to fetal or neonatal death. Fetal treatments are
available, but postnatal management of the residual lesions is not uniformly defined.
We present two cases of combined pre- and postnatal minimally invasive approach to
complicated extra-lobar PS.
Patient 1 presented with complicated PS at 31 weeks of gestation. Ultrasound-guided
laser coagulation of the anomalous artery was successful. The patient was born
asymptomatic at 38 weeks. Neonatal magnetic resonance imaging (MRI) showed a
residual mass, confirmed by computed tomography (CT) at 6 months. No systemic
artery was described, but perfusion was present. We decided for thoracoscopic
resection. A residual artery was identified and sealed. Patient 2 presented with
complicated PS at 25 weeks of gestation, underwent laser coagulation of the
anomalous artery and was born asymptomatic at 38 weeks. Neonatal MRI showed
persistence of the lesion, confirmed by CT scan at 4 months. We proceeded with
thoracoscopic resection. A residual vessel was ligated. The patients 1 and 2 are now 24
and 21 months old, respectively, and healthy.
Prenatal treatment of complicated PS is a life-saving procedure.
Postnatal thoracoscopic resection of the residual lesion is feasible and safe; we believe
it is the best course of treatment to grant the complete excision of the malformation.

Importance for a Pediatric Surgeon

Pulmonarysequestrations canoccasionallypresentwithprenatal complication, correlated tohigh incidenceof fetal orneonatal
death. The availability of fetal therapies is changing the outcome of these complicated lesions, but post-natal treatment of the
residualmalformation remains debated.Wepresentour experience of a combinedpre- andpostnatal approach to complicated
pulmonary sequestration.
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Introduction

Pulmonary sequestration (PS) is the second most common
prenatally diagnosed congenital pulmonary airway malforma-
tion.1–3 It consists of a mass of nonfunctioning pulmonary
parenchyma, disconnected from the bronchial tree, and receiv-
ing an anomalous systemic arterial blood supply. PS can be
classified as intralobar PS (IPS), when it is included in the lobar
pleura andusually drains in the pulmonary venous system, and
as extralobar PS (EPS), when the mass has its own pleura and
systemic venous drainage.2 Most of the PSs are asymptomatic
during pregnancy but, in a minority of cases, PS can be
complicated by pleural effusion, mediastinal shift, and eventu-
ally hydrops fetalis which is reported in 6.8 to 20%1,4 of
prenatally diagnosed PS cases. Hydrops is a harbinger of fetal
demiseorneonatal death if left untreated1,5–7; overallmortality
for nonimmune hydrops fetalis is reported between 76 and
78%.8,9 Given the poor prognosis of PS complicated by hydrops,
prenatal treatmentwith open fetal surgeryhas beenattempted,
but it results in high incidence of maternal complications and
elevated risk of preterm labor.10 With the progression of mini-
mally invasivefetal surgical techniques, various treatmentshave
been developed to increase the chance of survival of these
fetuses and reduce impact on the mother. As with every
technical progress, new questions come into light, the
new approaches need verification and patients care must be
adjusted accordingly. Data concerning the outcomes of prenatal
treatment of PS aremostly representedbycase reports and case
series,1,11–18 all reporting a very high rate of survival of prena-
tally treated fetuses compared with the poor prognosis of the
fetuses affected by complicated PS that are left untreated. The
most popular techniques are fetal thoracentesis, thoracoamni-
otic shunts, and ultrasound-guided laser ablation or sclerother-
apy of the anomalous feeding vessel.1,11 Standardized
indications for fetal intervention inprenatally diagnosed PS still
need tobedefined,hydrops fetalis seemsuniversallyconsidered
as an indication for fetal intervention, but case series also report
intervention in case of severe pleural effusion.1,5,14 Thoracent-
esis and thoracoamniotic shunts are symptomatic treatments
that reduce the hydrothorax and consequently the mediastinal
shift, reducing the compression on the mediastinal vessels and
therefore the risk of fetal hydrops. Thoracentesis is, however, a
temporary solution. Fluid often reaccumulates in the pleural
space with possible need of multiple procedures. Cavoretto
et al11 report reaccumulation of the fluid in six out of six
reviewed cases. Survival rate for patients with PS that were
treatedwith thoracentesis is reported as83%.5Thoracoamniotic
shunt positioning could theoretically avoid the need for multi-
ple thoracentesis; however, reaccumulation of fluid was
reported by Cavoretto et al in 2 out of 17 reviewed cases,11

and thoracoamniotic shunts may dislocate with possible
increased morbidity.19 A survival rate of 92% is reported by
Witlox et al5 after thoracoamniotic shunting for PS. The laser
ablationand thesclerotherapyof thefeeding vesselhavetheaim
of reducing the blood sequestration from fetal circulation and
the PS mass itself, thus treating the disease and reversing its
complications.12 Sclerotherapyhas been reported as effective in
fouroutof four reviewedcases11witha survival rateof75%5and

laserablationwaseffective in10outof10reviewedcases11with
a survival rate of 100%.5 To the best of our knowledge, only one
death after laser treatment for PS has been reported later on.15

Moreover,Witlox et al5 report a lower rate of respiratory failure
atbirth incases treatedwithvascular laserablationascompared
with cases that underwent palliative treatments. Although
complications, such as damage to adjacent organs, uterine or
fetal bleeding, and placental abruption14 must be expected, to
the best of our knowledge, they have not been reported.

Given the rarity of prenatally complicated PS, these are still
preliminary data and thebest pre- andpostnatalmanagement
of this malformation remains to be confirmed. The ablation of
the anomalous vessel seems a safe and effective approach and
is the technique adopted at our center. It is considered in the
presence of a considerable risk of intrauterine demise or
preterm delivery, such as in case of hydrops, tense polyhy-
dramnios and significant Doppler abnormalities.

The management of the residual masses after birth is not
uniformly defined at present: some surgeons remove the
eventual remnant after birth,11 others don’t.14 We present
two cases of EPS that were treated with fetal laser coagula-
tion of the anomalous vessel and were subsequently thor-
acoscopically removed with elective surgery after birth.

Case Report

Case 1
Case 1 is amale fetus that presentedwith left inferior pulmonary
malformation consistent with EPS at 31 weeks of gestation.
Obstetric ultrasound showed severe unilateral hydrothorax oc-
cupying>50% of the thoracic cavity, with right mediastinal shift
and subcutaneous edema. An echogenic mass in the inferior
portion of the left fetal lung, measuring 45 mm� 37
mm� 38mm, was observed (►Fig. 1) and Power Doppler
demonstrated blood supply through amain feeding vessel. Based
on thesefindings, the option of fetal intervention by ultrasound-
guided laser coagulation of the anomalous vessel was discussed
with the parents and, after informed consent, the procedurewas
performed at 31 3/7 weeks of gestation. Briefly, after administra-
tion of fetal intramuscular anesthesia andmaternal local analge-
sia, a 17-G needle (Cook Medical, Bloomington, Indianapolis,
IndianaUnitedStates)was introducedunderultrasoundguidance
through the fetal thorax to reach a distance of few millimeters
from the feeding vessel. Subsequently, a 400-µm diameter diode
laser fiber (Dornier MedTech GmbH, Wessling, Germany) was
advanced through the sheath of the needle. Laser energy with a
power of 15 to 20 Watts was applied for few seconds twice to
thrice to ensure complete cessation of blood flow. Aspiration of
50mL of thoracic fluid was performed. The complete procedure
lasted 30minutes, and there were no intraoperative complica-
tions.Serial follow-upultrasoundexaminationsshowedanormal
fetal growth and the Doppler and a progressive improvement of
the pleural effusion until complete resolution by 34 weeks of
gestation. The size of the EPS was significantly reduced to 21
mm� 19 mm� 18mm at 38 weeks.

The newborn was delivered vaginally at 38 5/7 weeks of
gestation with a birth weight of 3,295 g and he was asymp-
tomatic throughout the postnatal period. Given the prenatal
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diagnosis of PS, despite prenatal treatment, the patient was
managed according to our internal protocol for pulmonary
airways malformations. The protocol foresees chest X-ray at
birth to exclude possible acute complications (pneumothorax
and massive mediastinal shift), chest magnetic resonance
imaging (MRI) in spontaneous sleep in the first month of life
to confirmdiagnosiswithoutadditional radiation, andwithout
need for sedation, and preoperative chest computed tomogra-
phy (CT) scan with contrast. The chest X-ray showed normal
radiological findings and a neonatalMRI in spontaneous sleep
was performed and showed persistence of a solid mass in the
left costofrenic angle with diameters of 17 mm� 11
mm� 20mm, with a suspicion of a cystic component. No
anomalous vessel was visualized by MRI. Due to the persis-
tence of the malformation, a clinical follow-up was started.
Echocardiography ruled-out anatomical or functional heart
disease. A preoperative chest CT scan with contrast was
planned and performed at 6 months of age. It showed the
mass with 12 mm� 9mm dimension and no visible afferent
vessel, butperfusion inside themasswaspresent.Decisionwas
made to proceed with surgery. At 7 months of age the patient
underwent thoracoscopy, he was positioned in right lateral
decubitus and a 3-mm trocar was inserted under the tip of the
scapula. Capnothorax was created at 5mmHg at 1L/min. Two
additional trocarswere inserted on the anterior axillary line: a
3-mm one in the third to fourth intercostal space and a 5-mm
one in thefifth to sixth. At the inspection of the thoracic cavity,
numerous adhesions were evident between the visceral and
the parietal pleura (►Fig. 2). After lysis of the adhesions with
Just-Right Sealing System (3mm), the PS was identified and
confirmed as extralobar. It presented strong adhesions to the
left inferior lobe. An apparently patent feeding vessel coming
from the thoracic aorta was identified as well. The vessel was
closed proximally with a Hem-o-lock clip and sealed distally
with Just-Right Sealing System and divided. Histology con-
firmed the PS.

The postoperative coursewas uneventful with no need for
mechanical ventilation. Chest drain was removed on post-

operative day 2 and the patient was discharged on the
postoperative day 3. The patient is now 24-month old, he
presents a regular growth and is in good health with no
respiratory symptoms.

Case 2
The second case is amale fetuswithdiagnosis of left inferior PS
at 25 weeks of gestation. Ultrasonographic follow-up evi-
denced progressive worsening of mediastinal shift and unilat-
eral hydrothorax (►Fig. 3), developmentofascites, andcardiac
failure. The fetal MRI confirmed a 30 mm� 37 mm� 44mm
mass with an anomalous systemic vessel of 2.6mm of diame-
ter originating from the aorta at the thoracoabdominal pas-
sage, consistent with an EPS. Concomitant hydrothorax with
maximum width of 16mm was described, as well as right
mediastinal shift and mild ascites. Given the presence of
hydrops, a fetal treatment with ultrasound-guided laser coag-
ulationof the anomalous vesselwas offered, and after parental
consent the procedure was performed at 26 1/7 weeks of
gestation. The procedure was performed using the same
technique as described for case 1 with a total duration of
24minutes. No intraoperative or postoperative complications
were observed, and there was progressive resolution of fetal
hydrops by 30 weeks of gestation. A repeat fetal MRI per-
formed at 30 4/7 weeks of GA showed a reduction in size of the
malformation (22 mm� 24 mm� 19mm), no visible vessels
and only minimal residual hydrothorax. No further complica-
tions presented during pregnancy.

The newborn was delivered vaginally, asymptomatic, at 38
5/7 weeks of gestation with a birth weight of 4,070 g. Chest X-
ray at birth was normal. Neonatal chest MRI showed persis-
tence of a 19 mm� 19 mm� 21mm mass in the left supra-
diaphragmatic paravertebral region. An echocardiography
ruled-out anatomical or functional heart disease so a clinical
follow-up was started. A chest CT scan was performed at
4 months of age. The malformation was described of 16
mm� 12mm, adherent to the costovertebral pleura and
with adhesions to the diaphragmatic pleura. No systemic

Fig. 1 Prenatal images of patient described as case 1. Sagittal view of the echogenic mass in the inferior portion of the left fetal lung (A) and
transverse view showing severe unilateral hydrothorax (B).
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vessel was visualized. Decision was made to proceed with
surgery. At 5 months of age the patient underwent thoraco-
scopic resectionof themasswith thesame techniqueas for the
previous case. Again, at the inspection of the pleural cavity
severe adhesions were evident. The sequestration was con-
firmed as extralobar and was strongly attached to the left
inferior lobe. A residual systemic vessel was identified, closed
with a Hem-o-lock clip and divided with Just-Right 5-mm
stapler, given the vessel dimension (►Fig. 4). Histology con-
firmed a PS with necrotic-calcified areas of neoangiogenesis.
No mechanical ventilation was required postoperatively. The

postoperative coursewas characterized bymild bleeding from
the chest drain treated conservatively. The chest drain was
removed on the postoperative day 3 and the patient was
discharged on the postoperative day 4.

The patient is now 21-month oldwith regular growth and
no respiratory symptoms.

Discussion

The high mortality of prenatally complicated PS is well
known.1,5–9,20 Nowadays, the availability of fetal surgery

Fig. 3 Prenatal images of patient described as case 2. Transverse view of the fetal thorax illustrating a giant solid lung mass with massive
mediastinal shift (A) and sagittal view of the thorax showing a systemic feeding artery arising from the aorta (B).

Fig. 2 Presence of numerous adhesions between the visceral and the parietal pleura in the patient described as case 1.

European Journal of Pediatric Surgery Reports Vol. 8 No. 1/2020

Combined Approach for Complicated Pulmonary Sequestrations Ichino et al. e65



has opened a variety of treatment opportunities that has
changed the outcome of these severe forms. Ultrasound-
guided laser ablation of the anomalous vessel seems to grant
themost effective and lasting results,5 and it can be saidwith
enough confidence that it is safe and effective in the short
term, and that the benefits of this procedure outweigh its
possible complications such as damage to adjacent organs,
uterine or fetal bleeding, placental abruption, and premature
birth.14However, the postnatal management of these lesions
remains to be debated. While it is evident that prenatally
treated PS that show symptoms at birth need to be removed,
the optimal treatment course of the asymptomatic residual
lesions is not clear.

Oepkeset al12 in2007reportedacaseof lasercoagulationof
theanomalousarteryofaPS. Theprocedurewassuccessfuland
lead to an asymptomatic newborn. Nonetheless, a CT scan at
1.5 years of age showed persistence of the sequestration with
systemic blood supply. The parents declined surgery because
of the absence of symptoms. A second report of this procedure
was made by Ruano et al,13 the procedurewas uncomplicated
and reversed the fetal hydrops, but 7 weeks after the proce-
dure, blood flow reappeared in the anomalous vessel. The
patientunderwent lobectomyonthe15thdayof lifebecauseof
onset of respiratory distress. Cavoretto et al11 presented a
series ofeight patientswith complete resolution in threewhile
five patients required postnatal sequestrectomy for persis-
tence of the lesion at imaging. Cruz-Martinez et al14 reported
another series of eight cases describing a complete interrup-
tion of vascular flow with one procedure in five cases, while
three cases required a second laser treatment. Postnatal CT

scan showed a small residual non perfused mass in all cases.
Given the absence of vascular flow, sequestrectomy was not
performed. Mallmann et al18 reported five cases of laser
ablation for EPS. Three cases required one intervention, and
in two cases, the procedure was repeated to obtain complete
flow interruption. In four cases complete regression was
observed and one case required sequestrectomy after birth.

In bothour cases, the fetal procedurewassuccessful, leading
to regressionof fetal symptomsand to a subsequently unevent-
ful pregnancy. Both patientswere asymptomatic at birth, but a
residual mass was present. In one case, the mass presented
signs of revascularization at CTscan. In the other case, themass
persisted without signs of reperfusion, but presenting fibrous
connection to the pleura and the diaphragm. In both cases, we
believed the indication for sequestrectomy was appropriate
given the persistence of the lesion and their characteristics.
Moreover, given the experience of our center with thoraco-
scopic surgery, the possibility to offer the sequestrectomywith
a minimally invasive approach granted a reduced surgical
impact.Thepresenceofpleural adhesionsasa resultofprenatal
treatment, did not impede theminimally invasive approach.As
we evidenced intraoperatively, even if the postnatal CT didn’t
show the anomalous systemic vessel, the vascular structure
was still present. As we previously discussed, the revasculari-
zation of the anomalous vessel after laser coagulation has been
described.12–14 At present, it is not possible to predict the
incidence of revascularization of the sequestration for the lack
of long-term data. Given the absence of follow-up studies,
especially regarding the cases treated conservatively after
birth, it is not possible to strongly support one choice over

Fig. 4 Residual systemic vessel in the patient described as case 2, closed with Hem-o-Lock clip before division with Just-Right 5-mm stapler.
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the other. Nonetheless, we believe that if the PS persists after
birth, it should be treated as a PSwithout prenatal treatment,
and therefore should undergo elective thoracoscopic resection
to avoid the development of symptoms. Especially if it shows
signs of perfusion, if it seems intralobar, and therefore with a
possibility of hybrid lesion, or if it causes compression on the
healthy lung. Thoracoscopic sequestrectomy for PS, when
performed by experienced surgeons, is a safe minimally inva-
siveprocedureeven in thepresenceofadhesions following fetal
treatment. The discussed elements lead us to favor, at present,
postnatal surgery after prenatal laser coagulation. Moreover,
we think that, in case of conservative approach, an adequate
clinical and radiological follow-up has to be warranted to
evidence a possible recurrence. In such cases, thoracic MRI
can be considered as a primary imaging technique for the
follow-up to reduce the radiation impact.21

Conclusion

Prenatal treatment of complicated PS is a life-saving proce-
dure. It results in regression of symptoms, but not always
disappearance, of the lesion. Postnatal thoracoscopic resec-
tion of the residual lesion is feasible and safe in trained
hands; we believe that it is the best course of treatment to
grant the complete excision of themalformation, thus avoid-
ing the risk of future complications.

Conflict of Interest
All authors have no financial disclosures.

References
1 Riley JS, Urwin JW, Oliver ER, et al. Prenatal growth characteristics

and pre/postnatal management of bronchopulmonary sequestra-
tions. J Pediatr Surg 2018;53(02):265–269

2 Biyyam DR, Chapman T, Ferguson MR, Deutsch G, Dighe MK.
Congenital lung abnormalities: embryologic features, prenatal
diagnosis, and postnatal radiologic-pathologic correlation. Radio-
graphics 2010;30(06):1721–1738

3 ZhangH,Tian J,ChenZ,etal.Retrospectivestudyofprenataldiagnosed
pulmonary sequestration. Pediatr Surg Int 2014;30(01):47–53

4 Stoiber B, Moehrlen U, Kurmanavicius J, et al. Congenital lung
lesion: prenatal course, therapy and predictors of perinatal
outcome. Ultraschall Med 2017;38(02):158–165

5 Witlox RS, Lopriore E, Oepkes D, Walther FJ. Neonatal outcome
after prenatal interventions for congenital lung lesions. Early
Hum Dev 2011;87(09):611–618

6 Adzick NS. Management of fetal lung lesions. Clin Perinatol 2003;
30(03):481–492

7 BaudD,WindrimR,Kachura JR,etal.Minimally invasivefetal therapy
for hydropic lung masses: three different approaches and review of
the literature. Ultrasound Obstet Gynecol 2013;42(04):440–448

8 Watson J, Campbell S. Antenatal evaluation and management in
nonimmune hydrops fetalis. Obstet Gynecol 1986;67(04):589–593

9 Im SS, Rizos N, Joutsi P, Shime J, Benzie RJ. Nonimmunologic
hydrops fetalis. Am J Obstet Gynecol 1984;148(05):566–569

10 Adzick NS. Open fetal surgery for life-threatening fetal anomalies.
Semin Fetal Neonatal Med 2010;15(01):1–8

11 Cavoretto P, Molina F, Poggi S, Davenport M, Nicolaides KH.
Prenatal diagnosis and outcome of echogenic fetal lung lesions.
Ultrasound Obstet Gynecol 2008;32(06):769–783

12 Oepkes D, Devlieger R, Lopriore E, Klumper FJCM. Successful
ultrasound-guided laser treatment of fetal hydrops caused by
pulmonary sequestration. Ultrasound Obstet Gynecol 2007;29
(04):457–459

13 Ruano R, de A Pimenta EJ, Marques da SilvaM,Maksoud JG, Zugaib
M. Percutaneous intrauterine laser ablation of the abnormal
vessel in pulmonary sequestration with hydrops at 29 weeks’
gestation. J Ultrasound Med 2007;26(09):1235–1241

14 Cruz-Martinez R, Méndez A, Dueñas-Riaño J, et al. Fetal laser
surgery prevents fetal death and avoids the need for neonatal
sequestrectomy in cases with bronchopulmonary sequestration.
Ultrasound Obstet Gynecol 2015;46(05):627–628

15 Ruano R, da Silva MM, Salustiano EMA, Kilby MD, Tannuri U,
ZugaibM. Percutaneous laser ablation under ultrasoundguidance
for fetal hyperechogenic microcystic lung lesions with hydrops: a
single center cohort and a literature review. Prenat Diagn 2012;32
(12):1127–1132

16 Nicolini U, Cerri V, Groli C, Poblete A, Mauro F. A new approach to
prenatal treatment of extralobar pulmonary sequestration. Pre-
nat Diagn 2000;20(09):758–760

17 Bermúdez C, Pérez-Wulff J, Bufalino G, Sosa C, Gómez L, Quintero
RA. Percutaneous ultrasound-guided sclerotherapy for compli-
cated fetal intralobar bronchopulmonary sequestration. Ultra-
sound Obstet Gynecol 2007;29(05):586–589

18 Mallmann MR, Geipel A, Bludau M, et al. Bronchopulmonary
sequestration with massive pleural effusion: pleuroamniotic
shunting vs intrafetal vascular laser ablation. Ultrasound Obstet
Gynecol 2014;44(04):441–446

19 Macchini F, GentilinoV,Morandi A, Leva E. Thoracoscopic removal
of retained thoracoamniotic shunt catheters in newborns.
J Laparoendosc Adv Surg Tech A 2014;24(11):827–829

20 Bullard KM, Harrison MR. Before the horse is out of the barn: fetal
surgery for hydrops. Semin Perinatol 1995;19(06):462–473

21 Macchini F, Borzani I, Cavalli S, et al. Thoracoscopic resection of
congenital lung malformation: looking for the right preoperative
assessment. Eur J Pediatr Surg 2019 (e-pub ahead of print). Doi:
10.1055/s-0039-1696669

European Journal of Pediatric Surgery Reports Vol. 8 No. 1/2020

Combined Approach for Complicated Pulmonary Sequestrations Ichino et al. e67



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


